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State/Territory: ARKANSAS 

AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CAREAND SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 

24. Any other medical care and any other typeof remedial care recognized

under State law, specified by the
Secretary. 


a. Transportation.
-

// Provided: /7 No limitations w i t h  limitations* 
-L/Not provided. 


Services of Christian Science nurses. 

-

Provided: // Nolimitations //With limitations* 
-

Lx_/ Not provided. 

c. Care and services provided in Christian Science sanitoria. 
-
L/ Provided: // No limitations //With limitations* 
-

Not provided. 


d. Nursing facility services�or patlafits under 21 years of age. 
-

/J-/ Provided: /7 No limitations w i t h  limitations* 
-L/Not provided. 

e. Emergency hospital services. 

-

&/ Provided: /7 No limitations w i t h  limitations* 
-
L/ Not provided. 

L/ Not provided. 

*Description provided on 

TN No. 
Approval
Date Date
Effective 

TN No. 


SEE ITEM 26, 
attachment. 
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CATEGORICALLY NEEDY 

STATE 
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23. 	 Any other medical care and any other type of remedial care recognized under State law, specified by the 
Secretary. 

a. Transportation (Continued) 

(3) Non-Emergency 

(a) TransportationPublic 

Effective for datesof service on or after March1,2000, public transportation 
services in Faulkner, Lonoke and Pulaskicounties are available when provided 
by an enrolled Medicaid public transportation provider to aneligible Medicaid 
recipient being transported to or froma medical facility to receive medical 
care services covered by the Arkansas Medicaid Program. Transportationwill 

of pick-up to the medical medicalbe covered from the point facility or from the 
facility to the pointof delivery. The following benefit limits are established. 
One unit of service = 1 mile. The benefit limits do not apply to EPSDT 
recipients. 

I 
a 

a 

a 

a 

L _  .. - - . .-

Public Transportation, Taxi, Intra-City, One Way - may be billed once 
per day, per recipient fora maximum of 15 units. Extensions of the 
established benefit limits will be considered if medically necessary. 
The provider must request anextension. 

PublicTransportation,Taxi,Intra-City,RoundTrip - maybe billed 
once per day, per recipient for a maximumof 30 units. Extensions of 
the established benefit limits will be consideredif medically necessary. 
The provider must request anextension. 

Public Transportation,City-to-City - maybebilledonceper day, per 
recipient for a maximum of 50 units. Extensions of the established 
benefit limits will be considered if medically necessary. The provider 
must request anextension. 

PublicTransportation, ADA Accessible Van,Intra-City,OneWay 
may be billed once per day, per recipient fora maximum of 15 units. 
The providermay request anextension of the benefit limit if medically 

necessary by submitting documentation including the purposeof the 
p and the provider’s name and address. 

--u__ 
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CATEGORICALLY NEEDY 

23. 	 Any other medical care and any other type of remedial care recognized under State law, specified by the 
Secretary. (Continued) 

a. Transportation(Continued) 

(3) Non-Emergency(Continued) 

(a) TransportationPublic (Continued) 

0 

e 

Public Transportation, ADA Accessible Van, Intra-City,RoundTrip 
may bebilled once per day, per recipient fora maximum of 30 units. 
The providermay request anextension of the benefit limit if medically 
necessary by submitting documentation including the purposeof the 
trip and the provider's name and address. 

PublicTransportation, ADA Accessible Van, IntrastateAuthority 
may bebilled once per day, per recipient fora maximum of 50 units. 
The provider may request anextension of the benefit limit if medically 
necessary by submitting documentation including the purposeof the 
trip and the provider's name and address. 

(b) TransportationNon-public 

Effective fordates of serviceon orafterMarch 1, 2000, non-public 
transportation services in Faulkner, Lonoke and Pulaskicounties are available 
when provided by an enrolled Medicaid transportation provider to aneligible 
Medicaid recipient transported to or from a medical provider to receive 
medical services covered by the ArkansasMedicaid Program. Transportation 
will be covered from the pointof pick-up tothe medical service delivery site 
and from themedical service delivery site to therecipient's return destination. 

The following benefit limits are established. The benefit limits do not apply to 
EPSDT recipients. 

This service may bebilled once per day, per recipient for a maximumof 300 
miles per dateof service. 
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AMOUNT, DURATION, AND SCOPE OF MEDICAL 

AND REMEDIAL CAREAND SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 


25. Home and Community Care for Functionally Disabled Elderly Individuals, 

as 	 defined, describedand limited in Supplement2 to Attachment 3.1-A, 
and Appendices A-G to Supplement 2 to Attachment 3.1-A. 

provided X not provided 

26. 	 Personal care services furnished to an individual who is not an 
inpatient or resident of a hospital, nursing facility, intermediate 
care facility forthe mentally retarded, or institution for mental 
disease that are(A) authorized forthe individual by a physician in 
accordance with aplan of treatment, (B) provided by an individual who . 
is qualified to provide such services and who not a member ofthe 
individual's family, and (C) furnished in a home. 

-X Provided: - State Approved (Not Physician) ServicePlan 
Allowed 

- Services Outsidethe Home AlsoAllowedx 
- Limitations Describedon Attachmentx 

Not Provided.
-
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MEDICAL  
STATE PIAN UNDERTITLE XIX OF THESOCIAL security ACT attachment 3.1-A 
ASSISTANCE PROGRAM Page l a  

STATE ARKANSAS 

AMOUNT, DURATION AND SCOPEOF 
PROVIDEDSERVICES January Revised: 1,1992 

CATEGORICALLY NEEDY 

--' Inpatienthospitalservicesrequired for pancreas/kidneytransplants,singlelungtransplantsand skin 

transplants for burns are covered for eligible Medicaid recipients in the Child Health Services (EPSDT) 

Program. Refer to Attachment3.1-E, Pages 4 ,5  and 6. 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 
STATE ARKANSAS 

ATTACHMENT 3.1 -A 
Page l a a  

AMOUNT, DURATION AND SCOPEOF 

SERVICES PROVIDED September 1,1999 


CATEGORICALLY NEEDY 

1. InpatientHospital Services 

A. RehabilitativeHospital 

1. 	 AugmentativeCommunication Device (ACD) Evaluation - Effective fordates of 
service onor after September1,1999, Augmentative CommunicationDevice (ACD) 
evaluation is covered for eligible Medicaid recipientsof all ages. One ACD evaluation 

every three years based on medicalmay be performed necessity. The benefit limit may 
be extended for individuals under age21. 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page l b  
STATE ARKANSAS 

.. AMOUNT, DURATION ANDSCOPE OF 
SERVICES PROVIDED Revised: March 1,1997 

CATEGORICALLY NEEDY 

2.a. Hospital ServicesOutpatient 

(1) Forthepurpose of determiningamount,durationandscope,Outpatienthospital services are 

divided into four types of services: 

e Emergency services 
surgicale Outpatient procedures 

e Non-emergency services 
rn therapy/treatment services 

Emergency Services 

Prior to payment, emergencyservices must be approved by the Professional Review Organization 

(PRO). The determination of an emergency medical condition will be in compliance with 

Section 1867 of the Social Security Act. 

Non-emergencyservices maybe necessaryintheoutpatienthospitalsettingwhen qualified 

physicians are not availablein their offices or walk-in clinics to carry out the necessary treatment. 

SUPERSEDES: 'ITJ-.52&24& 
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ASSISTANCE  
STATEPLANUNDERTITLE XIX OF THE SOCIALSECURITYACT a t t a c h m e n t  3.1-A 
PROGRAM ICPage 

STATE ARKANSAS 

AMOUNT, DURATION AND SCOPEOF 
PROVIDED Revised: December 1, 1991 

CATEGORICALLY NEEDY 

2.a. Outpatient Hospital Services (Continued) 

Sinceeachemergency service mustbeapproved prior to payment, no additional benefit 


limitations are imposed. 


outpatient surgical Procedures 


Coverage of outpatient surgical procedures are limited to procedureswhichthe Arkansas 


Medicaid Program has determined to be safe and effective when performed on an outpatient 


basis. 


Since outpatient surgical procedures are limited to approved services, no additional benefit 


limitations are imposed. 




STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 
STATE ARKANSAS 

a t t a c h m e n t  3.1-A 
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J AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED Revised: July 1,1999 

CATEGORICALLY NEEDY 

2.a. 	 Outpatient Hospital Services (Continued) 

non-emergency Services 

Outpatient hospital services other than those which qualifyas emergency, outpatient surgical procedures and 

treatment and therapy services are covered as non-emergency services. 

Benefit Limit 


Outpatient hospital servicesare limited to a total of twelve(12) visits a year. This yearly limit is based on 


the State Fiscal Year - July 1 through June 30. Outpatient hospital services include the following 


e non-emergencyoutpatienthospitaland related physician and nurse practitioner services 

and nursee 	 outpatient hospital therapy treatment services and related physician and 
practitioner services 

For servicesbeyond the 12 visit limit, necessary. Thean extension of benefits will be provided if medically 

following diagnoses are considered to be categorically medically necessary and do not require prior 

authorization for medical necessity: Malignant neoplasm (code range 140.0 through 208.91);hiv infection 

(code range 042); renal failure (code range 584.5 through586) and pregnancy (diagnosis code range 630 

through 677, diagnosis codes V22.0 and V22.1 and diagnosis codes V280 through V289). All other 

diagnoses are subject to prior authorization before benefits can beextended. 

Outpatient hospital services are not benefit limited for recipients in the Child Health Senices (EPSDT) 

Program. 



MEDICAL  

SERVICES  

other  

ASSISTANCE  

~ ~~
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i l  PROGRAM IdPage
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AMOUNT, DURATION AND SCOPE OF 
PROVIDED NovemberRevised: 1,  1993 

CATEGORICALLY NEEDY 

2.a Outpatient Hospital Services(Continued) 

non-emergency Services 

Outpatient hospital services than 

and treatmentprocedures andtherapy 

Benefit Limit 


Outpatient hospital 


basedthe State Fiscal Yea
on 

1992 will be calculated 

Outpatient hospital 

those 

services 
I 

a total of (12)twelve 

June 30.The 

emergency, outpatient surgical 

s non-emergency services. 

visits aThis yearly limit isyear. 

benefit limit for State Fiscal Year 

provided or afteron December 1, 1991. 

0 non-emergency outpatient hospitaland related physician services 

hospital therapy and treatment and related physicianservices 

Outpatient hospital services are not benefit limited for recipients in the Child Health Services 

(EPSDT) Program. 

STATE 


